We report the results of imaging and cytogenetic studies in a case of triorchidism in a 54 years old male without any associated anomaly. A scrotal ultrasonography revealed the presence of two testes within the left hemiscrotum with complete septation and echotexture and vascular flow pattern similar to the vascular flow of the normal right testis. There was no focal abnormal echogenicity suggesting malignancy. Scrotal MRI confirmed two soft-tissue structures in the left hemiscrotum with normal signal intensity at T1w and T2w images. Both testes had a tunica albuginea with low-signal intensity. Cytogenetic analysis resulted in normal male karyotype 46XY. Array-CGH analysis detected the presence of two interstitial rearrangements: a ~120 Kb deletion of chromosome 1 and a ~140 Kb deletion of chromosome 16. Currently there are little details on the functions of both genes.
INTRODUCTION
Polyorchidism is a rare genital anomaly defined by the presence of supernumerary testes usually within the scrotum. To date there have been almost 200 cases reported in the literature (1, 2) . The most common presentation of polyorchidism is triorchidism with the supernumerary testis being confined to the left side. The exact mechanism for occurence of polyorchidism is still unknown. Several theories have been proposed, including peritoneal folding, segmentation of the primitive gonads, longitudinal or transverse division of the genital ridge. No single theory can explain all types of polyorchidism since some involve testicular tissue only and others involve complete duplication of the testis, epididymis and vas deferens (3, 4) . Most cases of polyorchidism are found incidentally in association with undescended testis, hydrocele, hernia or torsion. It is also reported as increased risk of testicular malignancy.
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CASE REPORT
A 54 years old man presented to our outpatients Department with complaints of erectile dysfunction. His past medical history revealed diabetes type 1 since the age of 28 years and 10-year history of a left-sided scrotal swelling associated with some discomfort. He was married and fathered two daughters. Abdominal examination was normal with no palpable mass or groin herniae. Scrotal examination revealed a normal right testis and scrotal content, but on the left side there were two similar size lumps. Laboratory studies, including hormonal and oncological markers, were within normal limits. A scrotal ultrasonography revealed the presence of 2 testes within the left hemiscrotum with complete septation and echotexture and vascular flow pattern similar to the vascular flow of the normal right testis. There was no focal abnormal echogenicity suggesting malignancy ( Figure 1 ). Scrotal MRI confirmed 2 soft-tissue structures in the left hemiscrotum with normal signal intensity at T1w and T2w images. Both testes had a tunica albuginea with low-signal intensity (Figure 2 ). Chromosomal preparations for the karyotype analysis were obtained according to standard techniques. Cytogenetic analysis at a resolution of 400 bands resulted in normal male karyotype 46XY. Patient DNA was analysed by Array-CGH analysis using a commercially available oligonucleotide microarrays containing about 44.000 60-mer probes (Human Genome CGH Microarray 44B Kit, Agilent Technologies, Santa Clara, California) according to the manufacturer' s instructions. Array-CGH analysis detected the presence of two interstitial rearrangements: a ~120 Kb deletion of chromosome 1(arr1q31. 
DISCUSSION
Polyorchidism is a rare congenital anomaly defined by the presence of more than two histologically proven testes. The commonest variant is triorchidism, the supernumerary testis being commonly reported on the left side which often appears as a painless scrotal mass or may be found as an incidental finding on sonography. Ultrasonography is diagnostic, MRI plays a confirmatory role and may provide additional information in conditions that may complicate polyorchidism, such as torsion, cryptorchidism and neoplasia (4) (5) (6) . Most patients with polyorchidism have a normal 46XY karyotype and adult patients have normal secondary sexual characteristics. Because polyorchidism is rare and poorly described, genetic studies are lacking. Chromosomal abnormality such deletion of the long arm of chromosome 21 has been reported in a severe malformed male newborn (7). The current knowledge does not allow to attribute a causative role to the aploinsufficency of two genes in determining the phenotype of our patient. Additional Array-CGH analysis in patients with supernumerary testis are required to increase data and to define the role of these genes in the pathogenesis of polyorchidism. Management of polyorchidism has been the subject of much debate (8) . The incidence of testicular malignancy in polyorchidism is between 5.7-7% and was found only in a non-scrotal (abdominal or inguinal) supernumerary testis. With recent improvements in imaging techniques such as ultrasound and MRI scans, most cases of polyorchidismc can be diagnosed and followed up accurately without any need for surgical exploration or histological examination. Conservative treatment with sonographic follow-up is the choice of treatment in uncomplicated cases (9) .
